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AUTHENTICATED
U.S. GOVERNMENT
INFORMATION

GPO

§488.105 Long term care survey forms, Part B.

DEPARTMENT OF HEALTH AND HUMAN SERVICES
HEALTH CARE FINANCING ADMINISTRATION

FORM APPROVED
OMB NO. 0838-0400

PART B

MEDICARE / MEDICAID SKILLED NURSING FACILITY AND INTERMEDIATE CARE FACILITY SURVEl REPORT

PROVIDER NUMBER

VENDOR NUMBER

SURVEY DATE

FACILITY NAME AND ADDRESS (City, State, Zj

\)
\y
ed

SURVEYORS' NAMES TITLES

SURVEY TEAM COMPOSITION
F1 Indicate the Number of Surveyors According to Disciplings
A Administrator H. Lite Safety Code Specialist
B. Nurse I Laboratorian
C. Dietitian J. Sanitarian
D. Pharmacist K. Therapist
E. Records Administrator L. Physician
F. Social Worker M. National Institute of Mental Heaith
G. Qualified Mental rofessi N. Other

Note: More than one d~ly be marked for surveyors qualified in multiple disciplines.
F2 Indicate the Total Number of Surveyors Onsite:
Form HCFA519 (2-66) (CONTINUED ON REVERSE) Page 1
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NAME OF FACILITY

CODE GOVERNING BODY YES| NO [N/A
GOVERNING BODY (CONDITION OF PARTICIPATION)
FS0 | SNF (405.1121) O wmer [ not Mer
RESIDENT RIGHTS
F51 SNF (405.1121(k)) (standard) L) MET [ noT MeT
Indicators A thru
FS2 ICF (442.311) (Standard) COmer [ Not MeT
Indicators A thru K apply to this standard for ICFs
A. Information

F53 1. The facility informs each resident, before or at the time of
admission, of his/her rights and responsibilities.

F54 2. The facility informs each resident, before or at the time of
admission, of all rules governing resident conduct.

F55 3. The facility informs each resident of amendments to their
policies on residents’ rights and responsibilities and rules
governing conduct.

F56 4. Each resident acknowledges in writing receipt of
residents’ rights information and any amendment 10 it.

FS7: 5. The resident must be informed in writing of all services
and charges for services.

F58 6. The resident must be informed in writing ot all changes in
services and charges before or at the time of admission
and on a continuing basis.

F59 7. The resident must be informed of services not wvereglﬁt;inv B

Medicare or Medicaid and not covered in the basic rate.

EXPLANATORY STATEMENT

Form HCFA-519 (2-06)
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NAME OF FACILITY

CODE

GOVERNING BODY

YES

NO | N/A

EXPLANATORY STATEMENT

F71

3. Such complaints are submitted free from restraint,
coercion, discrimination, or reprisal.

F72

E. Financial Aftairs

-

- Residents are allowed to manage their own personal
financial affairs.

F73

N

. The facility establishes and maintains a system that
assures full and complete accounting of residents’
personal funds. An accounting report is made to each
resident in a skilled nursing facility at least on a quarterly
basis.

F74

w

. The facility does not commingle resident funds with any
other funds.

F75

4. If a resident requests assistance from the facility in
managing his/her personal financial affairs, resident's
delegation is in writing.

F76

5. The facility system of accounting includes written receipts
for:

All personal possessions and funds received by or
deposited with the facility.

¥77

All disbursements made to or for the resident.

F78

6. The financial record must be available to the resident and
his/her family.

F79

F. Freedom from Abuse and Restraints

1. Each resident is free from mental and physical abuse.

F80

2. Chemical and physical restraints are only used when
authorized by a physician in writing for a specified period
of time or in emergencies.

Form HCFA-519 (2-86)
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NAME' OF FACILITY

CODE|

GOVERNING BODY

YES

NO |N/A

EXPLANATORY STATEMENT

FI1l

I. Freedom of A lation and Cor d

P

1. Each resident is allowed to communicate, associate and
meet privately with individuals of his/her choice unless
this infringes upon the rights of another resident.

F92

2. Each resident is allowed to send and receive personal
mail unopened.

F93

J. Activities

Each resident is allowed to participate in social, religious,
and community group activities.

F94

K. Personal Possessions

Each resident is allowed to retain and use his/her
personal possessions and clothing as space permits.

F95

L. Delegation of Rights and Responsibllities

ICF (442.312) (Standard) O wmer O not Mer

F96

1. All the rights and responsibilities of a resident pass to the
resident’s guardian, next of kin or sponsoring agency or
agencies if the resident is adjudicated incompetent under
State law or is determined by his/her physician to be
incapable of understanding his/her rights and
responsibilities.

F97

2. Physician determinations of incapability and the specific
reasons thereof are recorded by the physician in the
resident’s record.

Form HCFA-519 (2-86)
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NAME OF FACILITY

CODE PHYSICIANS' SERVICES [YESINO [N/A EXPLANATORY STATEMENT
PHYSICIANS’ SERVICES (CONDITION OF PARTICIPATION)
F107 SNF (405.1123) D MET D NOT MET
A. Medical Findings and Orders at Time of Admission
F108 SNF (405.1123(a)) (Standard) D MET D NOT MET
F109 1. There is made available to the facility prior to or at the
time of admission, resident information which includes
current medical findings, diagnoses, and orders from a
physician for immediate care of the resident.
F110 2. Information about the rehabilitation potential of the

resident and a summary of prior treatment are made
available to the facility at the time of admission or within
48 hours thereafter.

Form HCFA-519 (2-86)
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NAME OF FACILITY

CODE PHYSICIANS' SERVICES/NURSING SERVICES YES|NO [N/A EXPLANATORY STATEMENT
F119 7. Progress notes are written and signed by the physician at

the time of each visit, and all orders are signed by the

physician.
F120 8. Alternate physician visit schedules that exceed a 30-day

Fl21

schedule adopted after the 90th day following admission
are justified by the attending physician in the medical
record. These visits cannot exceed 60 days or apply to
residents who require specialized rehabilitation schedules.

EXCEPTION: Not required for ICF residents.

E. Emergency Services
SNF (405.1123(c)) (Standard) [ meT  [] NOT MET

F122

Emergency services from a physician are available and
provided to each resident who requires emergency care.

F123

NURSING SERVICES (CONDITION OF PARTICIPATION)
SNF (405.1124) O mer [ noT MeT

Fl24

SNF (405.1124(c)) (Standard) [ |Met [ | Not Met
Indicators A and B apply to this standard for SNFs

F125

ICF (442.338) [] Met [ wNot Met
Indicators A thru E apply to this standard for
ICFs except where noted.

F126

A. The facility provides nursing services which are
sufficient to meet nursing nceds of all residents
all hours of each day.

1. Each resident receives all treatments, med-
ications and diet as prescribed. Deviations
are reported and appropriate action is taken.

Form HCFA-519 (2-86)
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NAME OF FACILITY

EXPLANATORY STATEMENT

CODE NURSING SERVICES YES[NO {N/A
F135 10. Proper nursing and sanitary procedures and techniques

are used when medications are given to residents.
F136 11. Adequate resident care supplies are available for

providing treatments.

F137

B. Twenty-Four Hour Nursing Service

1.

Nursing personnel,inciuding registered nurses, licensed
practical (vocational) nurses, nurse aides, orderlies, and
ward clerks, are assigned duties consistent with their
education and experience, and based on the

characteristics of the resident load.
EXCEPTION: Not required for ICFs.

Fi138

N

. Weekly time schedules are maintained and indicate the

number and classifications of nursing personnel including
relief personnel, who worked on each unit for each tour of
duty.

(If a distinct part certification, show the staffing for the DP
and, if appropriate, any nonparticipating remainder and
explain any sharing of nursing personnei.)

Exception: Not required for Freestanding ICFs.

F139

w

. There is a sufficient number of nursing staff available to

meet the total needs of all residents.

Fl40

FS

. There is a registered nurse on the day tour of duty 7 days

a week.

Exception: Not required for ICF residents.

Form HCFA-519 (2:86)
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NAME OF FACILITY

List the number of full-time equivalents of RN's, LPN'’s, Aides/Orderlies assigned to nursing duty from the last 3 complete

weeks. (Note only actual staff on duty.)

Shift

CODE

Day 1

Day 2

Day 3

Day 4

Day 5

Day 6

Day 7

RN

PN

A

RN

PN

A

AN

PN

A

RN

PN

A

RN

PN

A

RN

PN

A

RN

PN

A

DAY

DP

F145

Entire
Facility

Fl46

EVENING

oP

Fl47

Entire
Facility

F148

NIGHT

oP

F149

Entire
Facility

F150

Shift

CODE I

Day 1

Day 2

Day 3

Day 4

Day 5

Day 6

Day 7

| RN

RN

RN

RN

RN

PN

RN

RN

PN

DAY

DP

Entire
Facility

EVENING

opP

Entire
Facility

NIGHT

op

Entire
Facility

Form HGFA-519 (2-86)
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NAME OF FACILITY

CODE]| NURSING SERVICES YES| NO | N/A
D PATIENT CARE MANAGEMENT

F167 SNF (405.1124(d)) (Standard) O mer D NOT MET

Fl68 | ICF(442.341) (Standard) O mer [ Not MeT]

F169 1 Each resident’s needs are addressed in a written plan of

care which demonstrates that the plans of all services are
integrated, consonant with the physician's plan of medical
care, and implemented shortly after admission.

F170 2 Each professional service identifies needs, goals, plans,

and evaluates the effectiveness of interventions, plus
institutes changes in the plan of care in a timely manner.
E. Rehabilitative Nursing Services are performed daily, and
ded for those resi who require such service.

FI71 |  SNF (405.1124(e) (Standard) [Imer [ noT MeT

F172 ICF (442.342) (Standard) L Met [ ] Not ¥et

F173 1. Each resident receives rehabilitative nursing care to

promote maximum physical functioning to prevent
immobility, deformities, and contractures.

F174 2. There is an ongoing evaluation of each resident’s

rehabilitative nursing needs. This may include;

F175 (a) Range of motion, ambulation, turning and positioning
and other activities;

F176 (b) Assistance and instruction in the activities of daily
living such as feeding, dressing, grooming, oral
hygiene and toilet activities;

F177 () Remotivation therapy and/or reality orientation when
appropriate.

F178 3. These activities are coordinated with other resident care

services.

EXPLANATORY STATEMENT

Form HCFA519 (2-86)
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NAME OF FACILITY

CODE

NURSING SERVICES

YES

NO [N/A

EXPLANATORY STATEMENT

G. Administration of Drugs

FI183 | SNF (405.1124(g)) (Standard) L1 MeT  [] noT MeT
F184 | ICF (442.337) (Standard) O wmer [ not meT
F185 1. The resident is identified prior to administration of a drug.
F186 2. Drugs and biologicals are administered as soon as

possible after doses are prepared.

F187 3. Administered by same person who prepared the doses for
administration except under single unit dose package
distribution systems.

F188 Excep ICF resid may self ini icati

only with their physician’s permission.
H.Conformance with Physician Drug Orders

F189 | SNF (405.1124(h) (standara) LJMET  [] NOT MET

F190 | ICF (442.334) (Standard) COmer [ not MeT

F191 Drugs are administered in accordance with written orders of the

attending physician.

F192 Drug Error Rate %

(See Form IICFA--522)

Form HCFA519 (2.86)
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NAME OF FACILITY

EXPLANATORY STATEMENT

CODE] DIETETIC SERVICES
C. Preparation
F204 | SNF (405.1125(e)) (standara) ] MET [ NOT MET
F205 1. Food is prepared by methods that conserve its nutritive
value and flavor.
F206 2. Meals are palatable, served at proper temperatures. They
are cut, ground, chopped, pureed or in a form which
meets individual resident needs.
F207 3. If a resident refuses food served, appropriate substitutes
of similar nutritive value are offered.
D. Frequency
F208 | SNF (405.1125(d) (Standard) [J MET [ NOT MET,
F209 | ICF (442331 ) (Standard) LJMET [ NOT MeT
F210 1. At least three meals are served daily at regular hours with
not more than a 14-hour span between a substantial
evening meal and breakfast.
F211 2. To the extent medically possible, bedtime nourishments
are offered to all residents.
Exception: Not required for ICF Residents.
E. Staffing
F212 | SNF (405.1125.a)) (standard) O wmer [ not mer
F213 1. Food service personnel are on duty daily over a period of

12 or more hours.

Form HCFA519 (2-86)
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NAME OF FACILITY

CODE|  SPECIALIZED REHABILITATIVE SERVICES/IPHARMACEUTICAL SERVICES |[YES| NO | N/A EXPLANATORY STATEMENT
220 2. The resident’s progress is thereafter reviewed regularly,
and the plan of rehabilitative care is reevaluated as
necessary, but at least every 30 days, by the physician
and the therapist.
Exceptions: ICF residents’ plans must be revised as
necessary.
PHARMACEUTICAL SERVICES (CONDITION OF
PARTICIPATION)
F221 |  SNF (405.1127) O mer [ not MeT
A. Supervision
F222 | SNF (405.1127(a) (Standard) [ JMET [ NOT MET
F223 | ICF (442.336) (Standard) O wmer [ not MeT
F224 The pharmacist reviews the drug regimen of each

resident at least monthly and reports any irregularities to
the medical director and administrator.

Form HCFA519 (2-86)
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NAME OF FACILITY

CODE

SOCIAL SERVICES/ACTIVITIES

SOCIAL SERVICES (CONDITION OF PARTICIPATION)

F233 | SNF (405.1130) (I mer [ not MeT
F234 SNF (405.1130(a)) (Standard) I mer_ [ not MeT
F235| ICF (442.344)  (Standard) [ ] MeT [ NOT MET
A. Plan
F236 The medically related social and emotional needs of the
resident are identified.
B. Provision of Services
F237 1. Services are provided to meet the social and emotional
needs by the facility or by referral to an appropriate social
agency.
F238 2. If financial assistance is indicated, arrangements are

made promptly for referral to an appropriate agency.

F239

ACTIVITIES (CONDITION OF PARTICIPATION)

SNF(405.1131) D MET [:l NOT MET

F240

Provision of Services

SNF (405.113100) (5 (andard) O mer [ noT MeT

EXPLANATORY STATEMENT

Form HCFA-519 (2-88)
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NAME OF FACILITY

EXPLANATORY STATEMENT

CODE[__ MEDICAL RECORDS [YESINO [N/A]
MEDICAL RECORDS (CONDITION OF PARTICIPATION)

247 | SNF (405.1132) O mer [ not mer
Content

F248 | SNF (405.1132(c) (Standard) L[] MET  [] NOT MET

F249 | ICF (442.318) (Standard) O wmer [ noT MeT

F250 1. The medical record contains sufficient information to
identify the resident clearly, to justify diagnoses and
treatment, and to document results accurately.

Form HCFA-519 (2-86)
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NAME OF FACILITY

CODE

TRANSFER AGREEMENT (CONDITION OF PARTICIPATION)

YES| NO [N/A

F265 SNF (405.1133) D MET D NOT MET

F266 SNF (405.1133(a)) (Standard) |1 MeT [ NOT MET

F267 ICF (442.316) (Standard) D MET D NOT MET

F268 A. Whenever the attending physician determines that a
transfer is medically appropriate between a hospital or a
facility providing more specialized care and the nursing
facility, admission to the new facility shall be effected in a
timely manner.

F269 B. Information necessary for providing care and treatment to

transferred individuals is provided.

EXPLANATORY STATEMENT

Form HCFA619 (286)
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NAME OF FACILITY

CODE| PHYSICAL ENVIRONMENT

YES| NO | N/A

F280 | SNF (405.1134(6) (standard) LJMET [ NOT MET

INDICATORS C AND D APPLY TO THIS STANDARD FOR SNF

EXPLANATORY STATEMENT

C. Resident Rooms

281 ICF (442.325) (Standard) O mer [ noT MeT
F282 1. Single resident rooms have at least 100 square fest.
F283 2. Multiple resident rooms have no more than four residents

and at least 80 square feet per resident.

F284 3. Each room is equipped with or conveniently located near
toilet and bathing facilities.

F285 4. There is capability of maintaining privacy in each.

F286 S. There is adequate storage space for each resident.

F287 6. There is a comfortable and functioning bed and chair plus

a functioml cabinet and light.

F288 7.The resident call system functions in resident rooms.

F289 8.Each room is designed and equipped for adequate
nursing care and the comfort and privacy of the residents.

F290 9.Each room is at or above grade level.

F291 10.Each room has direct access to a corridor and outside
exposure.

Exception: Not required for ICF resid

Form HCFA-518 (2-86)
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880G

NAME OF FACILITY

EXPLANATORY STATEMENT

CODE| PHYSICAL ENVIRONMENT
F. Therapy Areas
F303 | SNF (405.1126(a)) (Standard) [ JMeET [ NOT MET
F304 ICF (442.328(a)) O mer [ noT meT
F305 1. Space is adequate for proper use of equipment by all
residents receiving treatments.
F306 2. Equipment is safe.and in proper working condition.
G. Facilities for Special Care
F307 | SNF (405.1134(f)) (Standard) ] MeET  [] NOT MET
F308 ICF (442.328(b)) [ mer [ not MeT
F309 1. Single rooms with private toilet and handwashing facilities
are available for isolating residents.
F310 2. Precautionary signs are used to identify these rooms
when in use.
H. Common Resident Areas
F311 | SNF (405.1134()) (Standard) L] MET  [] NOT MET
F312 ICF (442.324) (Standard) O wmer [ not Mer
F313 1. All common resident areas are clean, sanitary and free of
odors.
F314 2. Provision is made for adequate and comfortable lighting
levels in all areas.
F315 3. There is limitation of sounds at comfort levels.

Form HCFA-519 (2-86)
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NAME OF FACILITY
CODE| PHYSICAL ENVIRONMENT/INFECTION CONTROL YES| NO | N/A EXPLANATORY STATEMENT
K. HYGIENE OF DIETARY STAFF
F329 SNF (405.1125(£))  (Standard) [ _|Met [ ] Not Met
Dietetic service personnel practice hygienic food handling
F330 cechntques:
L. DIETARY SANITARY CONDITIONS

F331 SNF (405.1125(g))  (Standard) [ _JHet [ Not Met
F332 1. Paod is stored, refrigerated, prepared, distributed, and

F333

served under panitary conditions.

2. Waste is disposed of properly.

F334

M.Emergency Power

SNF (405.1134(b)) (standard) L] MET [ NOT MET

F335.

1. An emergency source of electrical power necessary to
protect the health and safety of residents is available in
the event the normal electrical supply is interrupted.

F336

2. Emergency power is adequate at least for lighting in all
means of egress; equipment to maintain fire detection,
alarm, and extinguishing systems; and life safety support
systems.

F337

3. Emergency power is provided by an emergency electrical
generator located on the premises where life support
systems are used.

F338

INFECTION CONTROL (CONDITION OF PARTICIPATION)

SNF (405.1135) O wmer O not MeT

F339

A. Intection Control

SNF (405.1135(0) (srandara) L MET [ NOT MET

F340

Aseptic and isolation techniques are followed by all
personnel.

Form HCFA-519 (2-86)
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NAME OF FACILITY

CODE DISASTER PREPAREDNESS YES|NO [N/A EXPLANATORY STATEMENT
F354 2. Facility staff are knowledgeable about evacuation routes.
F355 3. Facility staff are aware of their specific responsibilities in

regard to evaluation and protection of residents.
F356 4. Facility staff are aware of methods of containing fire.

B. Drills

F357 SNF (405.1136(b)) (Standard) D MET [:] NOT MET
F358 1. All employees are trained, as part of their employment

orientation in all aspects of preparedness for any disaster.
F359 2. Facility staff participate in ongoing training and drills in all

procedures so that each employee promptly and correctly
carries out a specific role in case of a disaster.

Form HCFA-619 (2-86)
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SKILLED NURSING FACILITY & INTERMEDIATE CARE FACILITY
SURVEY REPORT — PART 8
CRUCIAL DATA EXTRACT
(To be used with 2-86 Revision of Form HCFA-519)

PROVIDER NO. FACILITY NAME SURVEY DATE

SURVEY TEAM WMPOSITDN

*F1: INDICATE THE NUMBER OF SURVEYORS ACCORDING TO DISCIPLINE:

A _____ ADMINISTRATOR H. _____ UFE SAFETY CODE SPECIALIST
8 NURSE L LABORATORAN

c DIETITIAN J.  —_____ SANITARAN

D. ______  PHARMACIST K. THERAPIST

E RECORDS ADMINISTRATOR L PHYSICIAN

F. - SOCIAL WORKER M. M NAAL INSTRUTE OF

G. D MENTAL RETARDATION N —____  OTHER

NOTE: MORE THAN ONE DISCIPLINE MAY BE MARKED FOR SURVEYORS QUALIFIED IN MULTIPLE DISCIPLINES.

*F2: INDICATE THE TOTAL NUMBER OF SURVEYORS ONSITE: ___

*F193DRUG ERRORRATE: ___8  (Round % 1o nearest whole number.)

*8F5 Survey Form Indicator (Check one)
Traditional Survey New LTC Survey

o ] @[]

NOTE: PLEASE ATTACH COPY OF PAGES 2, 14 AND 15.

Form HCFA-S19E (286)
#U.8. GOVERMENT PRINTING OPFICE : 1986 O - 153-203 : QL 3
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
HEALTH CARE FINANCING ADMINISTRATION

FORM APPROVED
OMB NO. 0938-0400

RESIDENTS SELECTED FOR INDEPTH REVIEW

PROVIDER NUMBER

SURVEY DATE

RESIDENT NAME (TARGETED)*

ROOM NUMBER

REASON FOR SELECTION

20

o
FORM HCFA-520 (2-86) * NOTE IF ICF OR SNF RESIDENT

#U S.GPO 1986-0-181.264/63830
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
HEALTH CARE FINANCING ADMINISTRATION

FORM APPROVED
‘OMB NO. 0938-0400

OBSERVATION / INTERVIEW RECORD REVIEW WORKSHEET

PROVIDER NUMBER

SURVEY DATE

OBSERVATION/INTERVIEW OF: (RESIDENT IDENTIFIER)

INSTRUCTIONS

1. Observe each resident in sample to identify ADL needs and potential problems. Check appropriate blocks.
2. Interview only residents in sample who are capable and willing.

3. Review each resident's record to ensure

plans, and

4. Note deficiencies on survey report form after reviewing all residents in sample.

are and current.

RESIDENT NEEDS

ADL's

[ ) Bathing

) Dressing

(J Toileting

[ Transferring
(3 Continence
() Feeding

FKIN
Tears/Wounds

Ulcers
3 Rashes
O Flaking
(O Scaling
[0 Red Area

DECUBITYUS
Grade

(3 Foul Odor

(J Draining

) Dressing

O Unclean

) Not Dry

(J Not Intact

(J Poor Technique

?nogmmgzuvg ENE
Eyes/Ears/Mouth
(] Oral/Dental Hygiene
(] Foot Care
(JFacial Hair
() Hair/Scalp
(I Nails
(] Clothing
() Shoes/Slippers
ors

PﬁZSIHQNINQ
Need Present
O Contracted
Extremities
(Jimproper Position
(J No Protective Device
(JJ ROM Improper
Lack of Turning as
Needed
) Schedule Not Present
() improper Techniques
(J Aseptic/Other

EREQﬁINgES
JPresent

(J unciean

(J Not Dry

(J Not Intact

() Foul Odor

[ Poor Technique

RESTRAINTS
J Type
O Inappropniate Application
O improper Body
Ahgnment/Support
[ Not xercised

%mumsmm
Present

0 Not Well Regulated

0 0dors

O Diarrhea/Constipation
O sue

Every 2 Hours
O Chemically Restrained

! ﬁ Incontinent

[J Not Routinely Toileted
(0 Commode Not Available
[ Schedule Not Available

Ejg HETER
Present

O Inappropriate
Poor Drainage
[ Drainage System Open
O No Urine in Bag
O Unine Leaking
O Abdomen Distended
0 Tubing Not Clean
(J No 110 Recording
(O Supply Storage Unclean

E Receives Injections

0 Site Red/Swollen
O3 improper Technique
O Resident Reacts

ARENTERAL FLUID/IV'S
Present

RESPIRATORY
Congested/Short
Breath

() 1PPB Not Available

() Oxygen Not Available

) tmproper Equipment
Use

TARY NEED
Overlt g

Rate
Osie o
(] Dressing Unclean () Edema
(J unsate Splint (] Emaciated

(O improper Label
(J Outdated Solution
() No /G Recording

(J DullDry Hair

(] Swollen/Red Tongue
() Bleeding Gums

(] Cracked Lips

REHABILITATION NI
Cannot C

efT VITY NEEDS
Not F

O nettecuve Use of
Assistive Device

O improper Equipment
Use

O3 improper Technique
[J Equipment Inadequate

RVI DS

Not Onented

O] Not Able to Converse
Uncooperative/Disrupts

() withdrawn

() Anxious

(] Confused

O Lonely

O vision/Hearing Needs

(JSwallowing Prob. (] Mentally Retarded

ACHE MY [J inability to Chew
Present
[J Site Red/Swollen O Pallor
(] Obstructed
0 unclean E,U_BE_EEEDJNQ
O Improper Suctioning J Present
a Not Avail () Nutrition

E}& ONING
Need Present

(] Audible Rales

(J Labored Breathing
Drainage

[J Equipment Not Available

[ Poorly Tolerated
Vomits

O Dehydrated

(J Over/Underweight

(] Diarrhea/Constipation

() Poor Skin Condition

() Poor Mouth Condition
1 tmproper Technique

THER

DDDD?

O vision/Hearing
O Chair/Bedtast
) Dependence >4 ADL's

EAT ENT RIGHTS
Privacy Not Maintained

O statf Not Courteous

[ Not Informed of Rights
(O Mental/Physical Abuse
[ Cannot Exercise Rights
O Cannot Manage Affairs

NOTES:

Form HCFA 524 (2-86)

SEE REVERSE
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

HEALTH CARE FINANCING ADMINISTRATION OMB NO. 0838-0400
DRUG PASS WORKSHEET

PROVIDER NUMBER SURVEY DATE

ERROR RATE

INSTRUCTIONS DEFICIENCY FORMULA
1. Perform Drug Pass Observations on 20 Residents. i. One or more Significant Errors = Deficiency
2. Record Observation of each Opportunity. i
P y 2. Significant + Non-significant X 100 5% = Deficienc;
3. Compare Observation Notes with Physician Orders. : But 2 - 4
4 Calcliato and Note Error Rate, Doses Given + Doses Orderad But Not Given
5. Note Deficiencies on Survey Report Form.
IDENTIFIER POUR PASS RECORD
RESIDENT'S FULL NAME, DRUG PRESCRIPTION NAME, OBSERVATION OF DRUG ORDER WRITTEN AS:
ROOM NUMBER, TIME DOSE AND FORM ADMINISTRATION (IF DIFFERS FROM ADMINIS ONLY)
|
i
FORM HCFA-522 (2-86) SEE REVERSE
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Centers for Medicare & Medicaid Services, HHS §488.105

DRUG ERROR CALCULATION
(SEE SOM Appendix N Part 2)

How to Caiculate a Medication Error Rate—In calculating the percentage of errors, the numerator in the
ratio is the total number of errors that you observe, both significant and non-significant. The denominator
is all the doses observed being administered plus the doses ordered but not administered. The equation
for calculating a medication error rate is as follows:

Medication Error Rate = Number of errors observed X 100
Opportunities for errors

Where: Opportunities for errors equals the number of doses administered plus the number of
doses ordered but not administered.

Comments

For example, you observed the administration of drugs to 20 patients. There were a total of 47 drugs
administered (47 opportunities for errors). At the completion of the reconciliation of your Observations with
the physicians’ orders, you find that three medication errors were made in administration and one medication
was omitted (ordered but not administered). The omitted dose is included in both the numerator and the
denominator. Therefore, following the above formula, your equation would be as follows:

3+1 x 100 = 8.3%
47 + 1

*U.SGPO:1980-0-181-264/53836
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
HEALTH CARE FINANCING ADMINISTRATION

FORM APPROVED
OMB NO 0838-0400

DINING AREA & EATING ASSISTANCE WORKSHEET

PROVIDER NUMBER

SURVEY DATE

INSTRUCTIONS

TASKS 1. Observe Dining Area
2. Note Meals Served/Review Physicians Orders.

3. Note Assistance Provided.
4. Note Deficiencies on Survey Summary Form.
= “SAMPLE A MINIMUM OF FIVE (5) RESIDENTS &

1. DINING AREA AND MEALS
a. Size does not restrict movement.
b. Accommodates all residents.
c. Cleanliness.
d. Adequate/comfortable lighting.

e. Adequate/comfortable ventilation.

2. SERVING OF MEALS *
a. Number of meals/time span between meal.
b. Conformance to physicians order.
c. Nutritional adequacy.
d. Adequacy of portions.
e. Residents eat approximately 75% of meals.

f. Puree dishes served individually.

g. Food cut, chopped or ground for individual resident

needs.

h. Acceptable taste.

. Proper temperature.

. Plates covered.

|
|
|
|
|
|
|
|
|
|
|
|
4
|
|
I
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|

FORM HCFA 523 (2-86)

SEE REVERSE
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Centers for Medicare & Medicaid Services, HHS

FORM APPROVED
OMB NO. 0938-0400

trays unless contraindicated.
q. Medically able residents eating in dining area.

I. Residents ready for meal when served.
o. Functional trays for bedfast residents.

r. Bedtime nourishment offered.

n. Utensils available.

k. Served promptly.

‘p. Salt, pepper, sugar, other condiments on resident’s

m. Attractive.

DEPARTMENT OF HEALTH AND HUMAN SERVICES
HEALTH CARE FINANCING ADMINISTRATION
3. SUPERVISION OF RESIDENT NUTRITION

2. SERVING OF MEALS ° (continued)

§488.110 Procedural guidelines.

SNF/ICF Survey Process. The purpose
for implementing a new SNF/ICF sur-
vey process is to assess whether the
quality of care, as intended by the law
and regulations, and as needed by the

a. Prompt assistance.

§488.110

#USGPO 1986 0 181 204/53834

instruction to develop eating skills).

special cup, etc.).
8. Intake recorded/deviations from normal are reported.

b. Proper assistance (spoon-feeding; supervision or
d. Self-help devices present (straws, easy grip utensils,

c. Courteous and unhurried assistance.

FORM HCFA-523 (2-88)

resident, is actually being provided in
nursing homes. Although the onsite re-
view procedures have been changed, fa-
cilities must continue to meet all ap-
plicable Conditions/Standards, in order
to participate in Medicare/Medicaid
programs. That is, the methods used to
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